
The limitations and future of violence risk assessment

Laws to protect the public from mentally ill people who

have committed a violent offence date from the attempted

assassination of King George III by a disturbed ex-soldier in

18001. In the last 50 years, the assumption that mental illness

is both a cause and a predictor of violence has led to changes

in mental health laws that limit involuntary treatment to those

considered to be dangerous2 and to research into how to

assess the risk of violence3.

The most common form of violence risk assessment is still

a judgment made by a clinician. However, this form of assess-

ment lacks transparency, is vulnerable to cognitive biases and

relies on the experience and expertise of the clinician. Actuari-

al assessments based on a score from of a list of identified risk

factors have made violence risk assessment more objective,

reliable and probably more accurate. More than 200 actuarial

violence risk instruments have been described4. Despite their

advantages over unaided clinical judgment, there are both sci-

entific and ethical problems with the use of these instruments

in clinical practice.

The scientific concerns are about the strength of the statisti-

cal separation of high-risk and lower-risk groups, the over-

reliance on measures of discrimination (such as the area under

the curve or odds ratios) rather than measures of prediction

(such as the positive predictive value)5, the applicability of

instruments to different groups, and the extent to which aggre-

gate risk data apply to individuals6. The ethical concerns

include the potential for risk assessment to add to the stigma

and discrimination experienced by the mentally ill, unfair restric-

tions after false positive predictions, and denial of care to those

assessed to be lower-risk7.

With these concerns in mind, any evaluation of the current

state of violence risk assessment must answer two important

questions: Does violence risk assessment produce valid infor-

mation? And is this information clinically useful?

The first question has been answered by a recent meta-

analysis of 92 studies that independently replicated the results

of nine popular violence risk instruments8. The pooled esti-

mate of the diagnostic odds of violence among high-risk

patients was 3.08 (95% CI: 2.45-3.88), indicating that the rate

of severe violence can be expected to be about three times

higher in high-risk groups than lower-risk ones8. An odds ratio

of three indicates that risk assessment produces valid informa-

tion with a modestly strong effect size – a degree of separation

between high-risk and lower-risk groups similar to the risk of

suicide associated with male gender.

To answer the second question about the usefulness of the

information generated by a violence risk assessment, we need

to consider whether there are treatments or interventions that

can be reasonably allocated to high-risk patients but denied to

lower-risk patients, and whether the transfer of treatment

resources from lower-risk to high-risk groups actually reduces

the overall rate of violence.

Intervening on the basis of a score generated by a violence

risk instrument can only be reasonable if the proportion of

patients correctly predicted (true positives) is sufficiently high

to justify the treatment of all those at high risk (true and false

positives). Hence, risk guided interventions must be both

effective and benign, because the low base rates for serious

violence means that there will always be many false positives

for every true positive prediction. Moreover, even if there is the

opportunity to prevent some episodes of severe violence, in-

terventions guided by the results of risk assessment can only

be justified if there is a compelling reason for not intervening

in lower-risk patients, who inevitably commit a proportion of

all violent acts9. Few interventions meet this test, which might

explain why, among the thousands of publications about risk

assessment, there are as few as three controlled studies of risk

guided interventions that have rates of violence as an outcome

measure10.

The time has come to shift the debate away from arguments

about the numerical properties of violence risk instruments

towards a consideration of whether being able to identify indi-

viduals with a greater risk can actually result in a reduction in

the overall rate or severity of violence. A few controlled trials

of the violence reducing properties of risk guided interventions

would produce more useful information than any number

of studies of the predictive properties of violence risk instru-

ments.

What then is the future of violence risk assessment? Incre-

mental improvements in predictive accuracy might follow the

discovery of new risk factors or new ways of combining estab-

lished risk factors using more sophisticated statistical tech-

niques, or a reduced reliance on historical factors and a greater

emphasis on the person’s current situation.

In the future, violence risk assessment is likely to shift from

cross-sectional prediction to ongoing clinical monitoring,

using technology such as the analysis of social media and even

telemetry reporting physiological markers of intoxication and

abnormal mood states. We might tolerate some increased

intrusion into the lives of our patients if new methods are shown

to be effective in reducing violence.

However, any new methods should not only be assessed by

their predictive ability, but also by reliable evidence that they

can actually reduce violence and that any reduction is not at

an unacceptable cost to an already disadvantaged section of

society.
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Victimization of persons with severe mental illness: a pressing global
health problem

A colleague likes to say that an alien visiting the US from

outer space, after watching a few hours of television, would

surely conclude that persons with severe mental illness (SMI)

perpetually perch on the cusp of violence and mass mayhem.

Media accounts in the US portray such persons as if their

greatest risk of violence is towards others, and the risk of vio-

lent victimization of trivial concern. It is hard for the general

public and even many clinicians to acknowledge that this sim-

ply is not so. Research to date has amply documented that

acts of violence perpetrated by people with SMI are rare and

committed by a small minority of individuals1. Indeed, if men-

tal illness in the US was cured tomorrow, violence would only

be reduced by roughly 4%, and 96% of violence would continue

unabated2. In contrast, violent victimization is all too prevalent

among persons with SMI3.

What puts these persons at great risk of violent or criminal

victimization? Such victims tend to be younger, socially active,

and more symptomatic than those not victimized4. However,

their impoverished social environments, risky interpersonal be-

haviors and often predatory peer networks likely put them at

greater risk than their psychiatric symptoms. A longitudinal

community study in four inner cities in England followed

patients with recent psychosis for a year and observed that,

compared to the general population, they were twice as likely to

be victims of violence (16%), more likely to be homeless, abuse

substances, have comorbid personality disorders and be more

violent themselves5. These data suggests that victimization and

risk of perpetrating violence may share a common social-

environmental pathway.

A birth cohort in New Zealand, followed for 21 years,

revealed that – compared to individuals with no mental illness

and when controlling for socio-demographic characteristics,

risk of violence and comorbid psychiatric conditions – those

with anxiety disorders suffered more sexual assaults, those with

psychotic illnesses experienced more threatened and completed

assaults, those with alcohol abuse experienced more completed

physical assaults, and those using marijuana encountered more

attempted assaults6. A systematic review of nine studies report-

ing on criminal victimization of persons with mental illness

found a large variation in risk of victimization, ranging from 2.3

to 140 times higher than reported in the general population.

The wide range of risk is likely due to differences in measures of

victimization, study populations and geographic region7. Asso-

ciation of victimization with substance use, homelessness,

severe psychopathology and involvement in criminal activity

was a common finding in most studies. Other factors that

increased risk of victimization included poor social and occupa-

tional functioning, female gender, lack of daily activity, and

childhood sexual and physical abuse.

Another systematic review, including 34 studies, similarly

found that younger age, comorbid substance use, and being vio-

lent and homelessness are risk factors for victimization. Violent

victimization also has long-term adverse consequences for the

course of mental illness, and further erodes the quality of lives

of patients with SMI and their families8.

Studies focusing on victimization in women find a particular-

ly adverse psychosocial impact on vulnerable homeless women

with psychiatric illnesses9. Similarly, a UK based study observed

that women with SMI were more likely to report psychological

and social problems following violent victimization than the

general population. These women experienced a four-fold in-

crease in the odds of experiencing domestic and sexual violence,

and a ten-fold increase in community violence10.

Violence against persons with SMI is a pressing global health

concern thwarting recovery and community integration. The pre-

occupation of the popular media with the violence risk of such

vulnerable and disenfranchised individuals only serves to further

exacerbate their community exclusion and, worse, to perpetuate

cycles of victimization.

The prevention and management of victimization optimally

starts with assertive engagement in mental health care, inte-

grated with substance use prevention and treatment. But the

social environment matters a great deal. In addition to a dura-

ble connection to mental health and substance use services,

social and housing supports are vital to offer, as far as possible,

non-criminogenic and non-substance abusing peer networks,

meaningful engagement in vocational and leisure activities

and safe living environments.

All this may sound aspirational, but treatment itself will only

get us part of the way toward reducing victimization in this

population.
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